amount of work to support a radiologist, could combine and pool the services of a trained man, who could visit each centre once or twice a week. This is done in many places in Englancl, and an attempt has recently been made by the Radiological Society of Ireland to arrange something on these lines in the Free State.
Not only must single vision be produced, but stimuli must leave the cortex and travel by efferent paths to be projected out along the paths by which they entered the eye, so that the object seen can be located in its correct position in space.
This faculty of fusing develops gradually in the growing infant, and if not acquired in childhood, is unlikely to be developed in adult life. Failure on the part of the fusion faculty, or on the part of the ocular muscles, leads to some form of squint, and squints may therefore be classified according to their underlying cause. Paralytic strabismus is one in which there is a paralysis of one or more muscles, and defective movement of the eyeball. I do not propose to touch upon the treatment of this class of squint, but to confine my remarks to that large group, the concomitant type, so commonly found among the young children in our large cities, and to refer briefly to the type known as latent squint. By concomitant squint I mean one in which each eyeball separately has a full range of movement in all directions, but where, owing to some defect in co-ordination, the visual axes deviate from parallelism. This type occurs almost always before seven years of age, often in the first year of life, but most commonly about the age of 3, at a time when a child begins to look at picture-books, and toys with small detail-tin soldiers, for example.
To see and examine satisfactorily a number of young squinting children, in the course of a busy morning in the extern department of a hospital, is quite impossible, and to give these children a fair chance, one must deal with them in a department devoted exclusively to squint, and to this department the family doctor may send even the youngest child.
Most of the larger ophthalmic hospitals in England have a special department for dealing with these cases, and with a view to establishing a similar one in our own city, I recently visited the squint departments of the London Hospitals. I was urged to study this matter when it was made known to me that already a number of unqualified men of the chemist-optician type were undertaking the training of squinting children, regardless of both the type and degree of the squint, and thereby doing irreparable damage, in their ignorance of what constitutes a cured squint. A squint cannot be said to be cured unless the following three conditions are fulfilled:-Firstly, the squinting eye must see equally as well as its fellow-eye or must have at least 6/18 vision.
Secondly, the patient must have a high grade of binocular vision, i.e., stereo scopic vision or perception of depth, or at least fusion of flat pictures; and thirsly the eyes must be straight in of dep te ,that is, the visual axes mcust be parallel when the eyes are focused for distant objects.
The parents can only fully appreciate the third condition, and are anxioss, some times even impatient, to have the eyes straight right away, but I have put the three conditions in this order because this is the order in which a stable cure will be effected. The squinting child reporting for the first time is carefully refracted under atropine, and a full correction of any error of refraction is given, and vision in each eye, with and without glasses, recorded.
In a young child, the sight in the squinting eye deteriorates very rapidly, and for this reason I cannot too strongly emphasize the necessity of sending a child to the ophthalmic surgeon as soon as a squint is noticed. 'Up to seven years of age compulsory use of the amblyopic ey-e restores the vision, sometimiies within a few weeks, to 6/18. Progress from 6/18 to full vision 6/6 is then somewhat slower. After seven years of age, sight may be restored, but it is not so certain as in a younger child, nor is the compulsory use of the amblyopic eye so well tolerated. 112 Wortli's dots conlsist of four lights-one red, two green, and one white. Viewed through red and green spectacles, the one red and one white light are seen through the red glass, and two green and one white through the green glass. Tlherefore, if binocular vision exists, two red plus three green lights are seen, and if binocular 114 vision together with orthophoria (or absence of squint) exists, the white light, seen red through the redl glass and green through the green glass, is superimposed, and four dots-one red, two green, and one a mixture of red an(d green-are seen. With monocular vision, either two reds or three greens are seen, but never four or five dots.
Further examiiination is carried out onl anl instrumiieint called the synoptoplhore ( fig. 1) . The essential parts of this instrumiient are two mov-able horizontal tubes having an eyepiece (E), a lamphouse (1), and a slot to hold transparent picture slides (S), and a reflecting-mirror (M).
A ray of light froml the picture A strikes the mirror at B, and is reflected in the direction of IBC, and appears to come from a point (D), an equal distance behind the mirror. The eyepiece consists of a convex lens whose focal distance is CD, therefore a diverging pencil of light emanating from a point D will, after refraction bv the eyepiece E, emerge as parallel rays. That is, an eye placed at C is relaxed or focused for objects at a distance.
The tubes rotate roundl a vertical axis, the amiiount of rotation being read from a semi-circular scale in either A D or (legrees. The eyepieces can be approximated to suit any initerpupillarv distance, and the slide raised or lowered and rotated in the slot to facilitate examiiination of cases of hyperphoria and cyclophoria. The patient looks through the eyepieces at tw%o dissimilar slides dropped into the slidelholders; e.g., a butterfly and net, a lion and a cage. The height of the slides is a(ljusted to suit any hyperphoria that mlay be present, and the tubes are rotatedl til the aingle between their axes corresponds to the angle between the patients visual axes. When the tubes are in the correct position, the light reflexes from the tubes upon the cornexe will be symmetrical, and when the patient is asked to look alterinately at the dot on the butterfly and at the dot on the net there will be no moxvement of the eyes eitlher froml si(le to side or up and down. The patient is now looking with one eye, through a ttube, at a butterfly, and with the other eye tlhrough a tube at a net---an(l if simiiultaneous macular perception exists, the two (lissimilar picttures will be superimilposedl an(l the butterfly will appear in the net. 
anid( 3).
A pair of fusion-slides coInsists of twN-o similar pictures each having a distinctiv'e feature. \When fused, the siilllar pictures referred to as ' the lock" run together, and the dissimilar features or " keys " remain separate, e.g., in the two slides A and Al the rabbits compose the lock, and the tail and flowers the keys. When fused they appear as one rabbit having both tail and flowers.
A squinting child, although having simultaneous macular perception may have no fusion. Such a child is always conscious of two pictures. He will say, " The rabbits are nearly on top of each other," or " One rabbit is behind the other." More often with simultaneous macular perception there is some (legree of fusion. A child may fuse the pictures at the angle of his squint, but may have no range of fusion, i.e., he can fuse pictures when they are in one position only. The normal person has an average range of fusion from 0°to 300 of convergence, which can be increased by practice. Following fusion comes the fourth stage of binocular vision, the power to fuse two slightly different views of the same object to give the perception of depth.
Squinting children having been subjected to this examination may now be placed in one of four groups:
(1) Those OIlly.
The actual trainin-g is carriedI out oIn the synoptophore by a technician. A technliciain needinot necessarily possess a medical qualification but must be a Imatriculated studenlt of a Br-itish University. A student taking up this workmust stu(ld at the squiit departmiienit of a recognised teaching ophthalmic hospital for at least one year.
After passing examinations in the anatomiyl aiid physiology of the eve, and in the technique of training, the student may be registered as a qualified technician. Technicians work under the guidance of ophthalmic surgeons, and undertake to train only those cases referred by an ophthalmic surgeon.
The average period of trainiing is three to four inontlhs, and during this time the children attend the squint departmnenit three tiimies weekly, aInd carry out, in addition, suitable exercises at homle. Each visit lasts twenty to thirtyr minutes.
The age at which training is undertaken depends upon the ability of the child to co-operate. The majority of these squinting children are extremely intelligent, and, wvith a little patience, training may be uni(lertakeni at an early age. In my experience the average age is about 5. Quite an exceptional case is that of a child age 1 year 10 months when I prescribed her first glasses, and who commenced training six months later.
Cases for treatment before operation also attenid the department regularlv. The patient sits at the instrulmien-t and, as the surgeon stands facing the patient, the light-reflexes upon the cornea can be closely watched and the patient's responses checked by the surgeon's observations. This is very important in (letermining the angle of the squint in those cases with false projection. Separate switches on the lamps enable the two pictures to be shown alternately, or together, and this gives a further method of checking the accuracy of the patient's observations. It must be remembered that the patients are, with a fewv exceptions, young childreni in whom the power of concentration is very limited. A child, after a visit or two, soon learns what he is to expected to see, and may therefore either consciously or unconsciously mislead one in his anxiety to be right or to get awvay to play.
There is little new as regards the technique of operation, but as the synoptophore has made possible a very thorough examination of squinting children, cases for operation may be selected and, as the angle of the squint may be accurately measured, the operation may be done under general anmesthesia, and therefore in quite young children w-here previously a desirable age was fourteen years or more, and the co-operation of the patient on the operationtable and local anmesthesia were judged almost essential. Perhaps the greatest advance has been the realisation on the part of the ophthalmic surgeons that a good cosmetic result, although Imlost gratifving, is not sufficient at a time when employment, a difficult problem even for the fit, is unobtainable by those With an amblyopic eye or lack of single binocular vision, uinder the present regulations applying to factory workers, motor drivers, and many other occupations.
